Abstract Depression is one of the most prevalent mental health challenges in low-and middle-income countries. However, the mechanisms of parental depression on children's development are understudied in these countries. This study examined the prevalence of parental depression, contextual predictors of parental depression, and the associations between parental depression, parenting and children's development in one of the Sub-Saharan African countries-Uganda. Three hundred and three Ugandan parents of young children were recruited and interviewed. Results indicated that about 28 % of parents were depressed. Contextual factors such as low educational attainment, food insecurity, low social support, and high number of children were associated with parental depression. Structural equation modeling also indicated that Ugandan parents' depression was associated with less optimal parenting, and higher problem behavior, lower social competence, and poorer physical health and school functioning in children. Results provide several cross cultural consistency evidence in associations among parental depression, parenting, and child development.
Introduction
Adult depression, including major depression and postpartum depression, is a major public health challenge throughout the world [1] . Studies show that the prevalence of depression (i.e., maternal depression) varies by country, with prevalence of 10-15 % in high-income countries (HICs) [2] and 15-57 % in low-and middle-income countries (LMICs) [3] [4] [5] . Depression can lead to a host of negative consequences, resulting in a huge burden in population health [6] . Adult depression also has a significant negative impact on the child population, as many adults struggling with depression are parents and caretakers. It is well-documented that parental depression has a detrimental impact on parenting, family functioning, parent-child relationships, and children's physical, social and behavioral health, and cognitive functioning [3, [7] [8] [9] . However, while such epidemiological and developmental research is well-known in HICs, studies on the impact of parental depression are limited in parents and children in Sub-Saharan African (SSA) countries, such as Uganda, where the effects of poverty and limited resources are rampant and likely to exacerbate parental depression and its negative correlates. To effectively address the child physical and mental health burden in African countries, a better understanding of the etiology and influence of contextual factors is needed to inform the development of culturally sensitive interventions and services.
Global research on the prevalence of parental depression and the association with child health and development has primarily focused on mothers [10] . In addition, most maternal depression research has focused on the postnatal period during the first 2 years after child's birth, and less has focused on the broader early childhood period. Although studies conducted in HICs have documented that maternal depressive symptoms decreased 1 month after childbirth to a very similar level assessed at subsequent time periods (i.e., 6, 24, 36 months after childbirth) [7] , information on the patterns of maternal and paternal depression in the post-infancy period is lacking in SSA countries. Given the high rates of poverty, food insecurity, domestic violence, and health problems in SSA countries, it is possible that the etiology of parental depression varies by country and region, and deserves nuanced study.
Several risk factors have been identified for parental depression, and risk factors findings were generally consistent across LMICs and HICs [3, 5, [11] [12] [13] . For example, a review of 24 international studies, including those conducted in the country of focus in this study, Uganda, identified that poverty, economic stress, low social support, domestic violence, low parental education, poor parental health, poor child health, child gender (e.g., female child in a culture where there is a strong preference for male children), and large number of young children at home are risk factors for parental depression [3] . A separate review of 47 studies on LMIC replicated most of these findings and identified additional risk factors for parental depression, such as young parental age, history of mental health problems, single marital status, child birth complications, and poor child health [5] . Overall, these studies were primarily based on mothers and families with preschool age children.
In investigating the impact of parental depression on children, numerous review studies based on HICs and LMICs have documented the direct association between parental depression and a range of adverse child behavioral, emotional, cognitive, and physical health outcomes [3, [14] [15] [16] . In a more comprehensive approach of investigating mechanisms, empirical evidence has supported that mothers who are depressed are more likely to show decreased sensitivity with children, lower responsiveness, more intrusive and controlling parenting, poorer monitoring of child health needs, and experience poorer quality of parent-child interactions and lowered parental self-efficacy [4, 7, [17] [18] [19] [20] . Subsequently, these negative parenting outcomes were related to poorer child emotion regulation abilities, adaptive skills, and increased mental health problems [7, 18, 21] . These findings suggest a mediation mechanism that parental depression impacts child outcomes through its negative influence on parenting. Although some of these studies were conducted in SSA countries, most research in this region focuses on the impact of maternal depression on child physical growth, such as stature or weight [16] , but few studies in SSA have focused on children's mental health or school functioning outcomes, mechanism testing, or in samples that include school-age children.
Building on the vast literature on adult depression, the current study investigates prevalence of parental depression (considering both male and female caregivers) and the links between parental depression, parenting and schoolage child outcomes in Ugandan families. This study was guided by the Family Stress Model [21] [22] [23] [24] , which posits that the stress of poverty and environmental-related pressure influences parents' level of emotional distress (e.g., depression), which negatively impacts parenting, and in turn, adversely impacts child outcomes. Three related research questions were tested: (1) What are the patterns of parental depression in Ugandan families? (2) What are the family demographic predictors (i.e., marital status, religion, parental age, child gender, child age) for parental depression? We examined these factors because they have not yet been systematically studied in Ugandan caregivers. (3) Is parental depression related to parenting and child outcomes (i.e., child physical, mental health, and school functioning), and whether the link between parental depression and child outcomes is mediated through parenting? We hypothesized that parental depression would be highly prevalent in Uganda, given its rates of widespread poverty and related stress. Social-demographic factors (e.g., food insecurity, social support, parental health) would predict parental depression. Furthermore, relative to non-depressed parents, parents with depression would use more negative parenting, characterized by using more harsh discipline, having more conflicted parent-child relationships, and being less involved in children's education, which would be further related to their children's suboptimal health status and school functioning.
Methods

Participants
Study participants included 303 Ugandan parents whose children attended primary schools. Study participants were recruited from two studies, including 149 families from a cross-sectional child development study that aimed to understand the influence of family stress on child development in a community sample, and 154 families from a school-based mental health intervention trial that aimed to improve teachers' utilization of evidence-based behavioral management strategies in classrooms to promote child mental health [25] . For the intervention sample, teachers were the target of intervention, and only baseline data were utilized. In both studies, children were not the subject of the studies. Parents in both studies were defined as biological birth parents/primary caregivers (mothers or fathers) or non-birth adult primary caregivers who lived with target children and played a major caregiver role. Non-birth adult primary caregivers (i.e., grandparents, relatives) were recruited if the biological parents were not actively in the children's lives (due to parental health, death, or different living arrangement). Because of our early childhood focus, parents of children enrolled in Nursery to Primary 3 were eligible for the study. Table 1 presents the demographic information on the study sample. About half of the families (48 %) reported having food insecurity (defined below). Most parents were female (82 %).
Parents' mean age was 35.92 years (SD = 9.80 years, range 18-79 years). About one-third of parents (32 %) were single, 65 % parents were mothers (11 % fathers and 24 % grandparents or relatives), and 48 % had educational attainment of primary school or less and 44 % had secondary or higher education. Study children were an average of 6.51 years old (SD = 1.08 years, range 4-9 years), 49 % were boys, and all were enrolled in Nursery to Primary 3 in Kampala, the capital city of Uganda.
Procedure
Participants were recruited between October 2013 and March 2014 from diverse communities located across 16 neighborhoods. Primary schools and communities were identified through a regional school list and non-governmental organization (NGO) network. About 15-25 families from each community/school were randomly selected and recruited through introduction of teachers or community guides (who work for NGOs or schools and know families in the designated community). Eligible primary caregivers/parents who agree to participate were provided with oral or written informed consent. For parents who were literate, a written consent was given, and a sign consent form was documented. For parents who were illiterate, an oral consent was given, and a literate witness (e.g., research staff, community guide) signed the consent form on behalf of the participant, which was then documented. After consent, parents were scheduled for an interview at home or in their child's school. All data collection was conducted in a one-on-one interview format by a trained bachelor or master-level social science researcher. Consents and interviews were conducted in English (the official language in Ugandan schools) or Luganda (the primary local language) based on parents' preference. The majority of the consents/interviews ([60 %) were conducted in Luganda, and the rest were conducted in English. Based on the parents' preference, either the English or Luganda version of assessment package was used. Children did not participate in the evaluation. The study procedures and method of consent were approved by the Internal Review Boards of Makerere University College of Health Sciences (IRB Number: SBS132).
Measures
For parental depression, child behavioral outcomes and demographic/family functioning measures (available in English and Luganda), all have been validated with Ugandan population [26] [27] [28] . For parenting measures, we selected measures that have been used with diverse cultural groups from parenting literature [29] [30] [31] [32] . The Luganda version of parenting assessments were translated based on the recommended method suggested in the literature (i.e., applying translation and back-translation, and using a team review approach to resolve any discrepancies between the versions and to determine whether the translated material is appropriate and meaningful for English and Luganda speakers) [33, 34] . We carefully examined the psychometric properties of each scale to ensure its reliability and validity in the present study sample, as describe below.
Parental Depression
The Patient Health Questionnaire (PHQ-9; 10 items; a = .83 using our Ugandan sample) [35, 36] , a brief depression screening measure, was used for this study. PHQ-9 has been widely used in many countries and validated with Ugandan adults [26] . Parents rated 9 symptom items over the last 2 weeks on a 4-point scale (0 = not at all; 3 = nearly every day; sample item: ''little interest or pleasure in doing things'' ''thoughts that you would be better off dead or of hurting yourself in some way''). The scale also includes an overall functioning rating that evaluates the level of functional impairment (0 = not at all difficult to function, 3 = extremely difficult to function). A total score was created for nine symptom items. PHQ-9 has been validated previously based on Ugandan samples [26, 27] , using the Mini-International Neuropsychiatric Interview (MINI; a widely used short structured diagnostic interview for DSM-IV and ICD-10 psychiatric disorders) [37] . The clinical cut-off score of 10 has been suggested for the Ugandan population (with sensitivity of 0.91 and specificity 0.81). Individuals with a score of 10 or above would suggest a high likelihood of having a depressive disorder [26] . The 10 cut-off is compatible to the developers' version, which defines 1-4: minimal depression, 5-9: mild depression, 10-14: moderate depression, 15-19: moderately severe depression, and 20-27: severe depression. For the purpose of this study, we defined a score of 10 or above as ''depressed'' and a score below 10 (1-9) as Percentages (%) showed in the 1st column are demographic characteristics for the entire sample. Percentages showed in the 2nd and 3rd columns are % depressed and % non-depressed in each subgroup (e.g., male, female). OR (=Odds ratio) and p values are a result of the unadjusted association between categorical demographic predictors and depression (1 = yes, 0 = no). (ref) = reference group. N = 303 for the total sample, and N = 85 and 218 for depressed and non-depressed sample ''non-depressed.'' The dichotomized scale (or dummy variable) was used for analyses.
Parenting
Four measures were used to assess four areas of parenting. Constructs that had been identified as significant predictors for child development in the literature were targeted. The Parent-Child Relationship Scale [38] (12 items) measures Conflicted Parent-Child Relationship (e.g., child and I always seem to be struggling with each other) on a 5-point scale (1 = definitely does not apply; 5 = definitely applies). The Parenting Practices Interview (PPI) [39] assessed Harsh and Inconsistent Discipline (11 items; e.g., ''how often do you slap or hit your child when he/she misbehaves,'' ''how often does your child manage to get around the rules you set'') on a 4-point scale (0 = never, 3 = Often). Both Parent-Child Relationship and Harsh and Inconsistent Discipline scales have been used with diverse ethnic populations in studies conducted in HICs, and showed adequate reliability in this Ugandan study sample (a = .72 and .66, respectively). Parent Involvement in Education was assessed using 2 items. Parents were asked to rate how often they help their child with school-type activities (e.g., reading or discussing a story together, working on a project together) on a 7-point scale (1 = never, 4 = a few times per month, 7 = everyday). They were also asked to rate the number of total hours they help their child with any education related activities (e.g., spend time talking about school activities, doing homework, reading together) in the last two school days (1 B 0.5 h, 4 = 1.5-2 h, 7 = 3 or more hours). The two items were correlated (r = .23, p \ .001); therefore, we combined the items into one scale. To consider information bias (e.g., potential under-report of harsh discipline use by parents), we also included the Attitude About Corporal Punishment scale (3 items; a = .78), which is a measure we developed for this study. This measure assesses parents' attitude toward corporal punishment (e.g., in order to bring up a child properly, you need to physically punish your child) on a 5-point scale (1 = strongly disagree, 5 = strongly agree). This attitude scale considers a proxy measure for parental use of corporal punishment (r = .14, p \ .05).
Child Functioning
Four scales were used to assess child health and development. The Strengths and Difficulties Questionnaire (20 items) [40, 41] , is a brief screening measure for child mental health problems including ratings of emotional symptoms, conduct problems, hyperactivity, and peer problems (e.g., ''Often fights with other children or bullies them,'' ''Often unhappy, down-hearted or tearful''). The measure has been widely used for research purposes in the United States and other high and LMICs [42] [43] [44] [45] [46] . The parent version was used in this study. Parents responded in terms of how true each behavior was for their child on a 3-point scale (0 = not true, 2 = certainly true). A total difficulty sum score, ranging from 0-40, was created. A score of 0-13 is considered normal, a score of 14-16 is considered borderline, and a score of 17-40 is considered abnormal. In this Ugandan sample, internal consistency is adequate (a = .63), and about 33 % of children were rated to have abnormal levels of problem behaviors (relative to 6-7 % for the US 4-10 year olds using the same measure) [47] . The Social Competence Scale (12 items; e.g., ''shares things with others,'' ''copes well with failure''; a = .80 for Ugandan sample) [48, 49] , evaluates children's positive social behaviors, including emotion regulation, prosocial behaviors, and communication skills. Parents were asked to rate how well the statements describe their child on a 5-point scale (0 = not at all to 4 = very well). Child Health was measured with two global items. Parents were asked to rate their overall perception of their child's health on a 4-point scale (1 = poor health; 4 = very good or excellent health) and their perception about their child's tendency to get physical illness on a 3-point scale (1 = certainly true, 3 = not true). Both items are statistically significantly related (r = .52; a = .68); therefore, we created a sum score. A higher score indicates good health. The Child School Functioning scale (3 items; a = .52), developed for this study, measures children's difficulty in school (i.e., lacks motivation/enjoyment in going to school, complains about school, and has trouble with school grades). Parents were asked to rate these behaviors on a 3-point scale (1 = not true, 3 = certainly true), and a sum score was then created; a higher score indicates poor school functioning. Additional test-retest reliability (for a subsample of 42 families) and concurrent validity (assessed with correlations) among key study constructs were examined. Test-test reliability (assessed 6 month apart using Pearson correlations) show adequate reliability for the parenting measures (rs for 4 measures ranged from .36 to .59) and child functioning measures (rs for 4 measures ranged from .36 to .50) Inter-correlations within domains (i.e., parenting, child outcomes) and across domains were also correlated in expected directions (see Table 2 ), suggesting support of concurrent and construct validity of study measures for use in Uganda. For example, harsh/inconsistent parenting, value of corporal punishment, and conflicted parent-child relationship were related to poor child physical health, school functioning and higher problem behavior. Better child health was related to fewer problem behaviors and higher social competence. Higher parental attitude about corporal punishment and harsh/inconsistent discipline were associated with higher conflicted parent-child relationship.
Demographics
To consider demographic predictors of parental depression and potential confounders, parent education, employment status, household size, religion, food insecurity, parental health, and social support were included. Categories for parental education, employment status, and religion (including the reference categories) are specified in Table 1 . Religious groups were considered because of the diverse religious background in Uganda, and their potential impact on psychological well-being in both adults and children. Food insecurity (3 items; a = .85 for the study sample) was assessed using the Household Hunger Scale [50] , which evaluates family food resources and hunger status over the past 4 weeks on a yes/no dichotomized scale (e.g., no food to eat because of lack of resources to purchase food; any household member going to sleep at night hungry, any household member going a whole day and night without eating anything at all because there was not enough food in the home). If any food resource or hunger issue was reported (or the sum score equal or above 1), the family would be grouped into the food insecure group. Parental health was assessed based on parent perception of overall health and quality of life (2 items; a = .84 for the study sample) on a 5-point scale (1 = poor, 5 = excellent). Social Support (4 items; a = .85 for the study sample) was evaluated using the Multidimensional Scale of Perceived Social Support [51, 52] . The scale evaluates perceived support for comfort, sharing emotion, and needing help on a 5-point scale (1 = strongly disagree, 5 = strongly agree).
Analyses
To study prevalence of parental depression, a series of descriptive analyses were conducted. We evaluated prevalence of depression by parents' gender and family contexts (i.e., marital status, religion, parental age, child gender, child age). For child age, we examined prevalence by 4 age groups (for age 5, 6, 7, and 8 groups, excluding age 4 and 9 groups because of samples smaller than 10 in these two age groups). To study predictors of parental depression, we used multiple logistic regression analysis and examined a set of potential socio-demographic predictors. To study the associations between parental depression and parenting and child functioning, we applied structural equation modeling (SEM), allowing for (a) meditational links from parental depression status to parenting to child functioning, (b) variables within each domain (i.e., parenting, child functioning) to be correlated; and (c) adjusting for potential confounders (i.e., parent gender, education and health, food insecurity status, number of children in the family, child age). The SEM model was tested using MPLUS 6 [53] and maximum likelihood estimation method (ML). To judge the closeness of fit of the hypothesized association model, three indices were used as recommended by Muthén & Muthén [53] 
Results
Prevalence of Parental Depression and Predictors
The overall estimated prevalence of parental depression (based on the clinical cut-off of 10 identified in Ugandan adults) was 28 % in this sample. Among the depressed group of parents, 65 % (or 18 % of the study population) reported high levels of functioning impairment (very difficult or extremely difficult to function). The prevalence of Table 1 ). In understanding whether the likelihood of parental depression varies by child age, we found an increased likelihood of parental depression by child age (26 %, 17 %, 30 %, 44 % among families with age 5, 6, 7, and 8 years old children, respectively, p \ .002).
To consider demographic predictors for parental depression, we carried out multiple logistic regression analyses by including a set of demographic predictors that were shown to be different between depressed and nondepressed groups in Table 1 (7 predictors were included). We found after adjusting for other demographic factors, 6 of the 7 demographic predictors (caregiver gender, education, food insecurity, number of children, parental health, and child age) were significant predictors for parental depression, except for social support.
Parental Depression and Associations with Parenting and Child Functioning
We compared parenting and child functioning differences between depressed and non-depressed parents. Mean differences, without adjusting for demographic factors, are shown in the bottom of Table 1 . Unadjusted correlations between parental depression and parenting and child outcomes are shown in Table 2 (1 st column). As hypothesized, we found that depressed parents were more likely to believe in the use of corporal punishment as an effective parenting strategy, more likely to use harsh/inconsistent parenting, and reported more conflicted parent-child relationships than non-depressed parents. Similarly, children of depressed parents showed poorer physical health, more school problems, and more behavioral problems than children of non-depressed parents.
To test mediation mechanisms (examining whether the influence of parental depression on child health/development is through parenting mediators), we conducted SEM (see Fig. 1 ). To consider potential confounders, we carried out adjusted SEM that controlled for six demographic covariates (caregiver gender, education and health, family food insecurity, number of children in the family and child age). SEM results showed support of our conceptual model. The overall v 2 statistics showed a reasonable fit of the model, v 2 (4) = 10.31, p = .04 (v 2 /df ratio = 2.6), RMSEA = .07 (95 % CI .02, .13) and CFI = .99. Figure 1 presents the standardized path coefficients for the significant paths and the R 2 values for each endogenous variable (parenting, and child functioning). We found that after adjusting for demographic confounders, parental depression was associated with attitudes about corporal punishment and use of harsh and inconsistent discipline; and that harsh and inconsistent parenting practices were associated with higher levels of child problem behaviors, lower social competence, and poor school functioning and physical health. Parental depression and four parenting constructs considered in this study explain 19-42 % of variance of child outcomes. Although the SEM did not show direct association between parental depression and parental involvement or parent-child relationship, both parenting measures were related to child functioning in expected ways, with one exception. We found that high parental involvement was associated with better child school functioning and physical health, and a conflicted parent-child relationship was associated with high child problem behaviors and poorer physical health. Unexpectedly, having a conflicted parent-child relationship was associated with higher child social competence in the adjusted SEM model. In the non-adjusted analysis (Table 2) , this association was not significant.
Discussion
This study extends the parental depression literature in low-income and high-risk populations. It is unique in that it investigated patterns of depression in both male and female caregivers, in parents of school-age children, and in diverse community samples. This study also investigated associations of parental depression, parenting and child functioning in a SSA country (Uganda) with consideration of the overwhelming economic hardship and food insecurity in the country. Similar to the prevalence observed in the general Uganda population (9-24 %) [54, 55] , we found approximately 30 % of Ugandan parents reported to have depression (with symptom scores above 10 clinical cut-off) and 20 % had functioning impaired depression. We also found differential prevalence by certain characteristics. Female caregivers, less educated parents, the presence of food insecurity, and having older children put parents at greater risk for struggling with depression. Similar to other studies of risk factors for depression in LMICs [3] , parental education, health status, and economic hardship (as measured by food insecurity) were associated with levels of depression in expected ways. Findings of high depression prevalence and risk factors suggest that demographic determinants for adult depression maybe consistent across cultures or country's economic context. Our findings also suggest that Ugandan families are in great need of a range of cost-effective family interventions to promote health family functioning and child development, and that these family interventions need to be extended beyond infancy to reach families of school-age children. This study is one of few studies to examine the mediation mechanisms of parental depression on multiple domains of parenting and child outcomes and with schoolage children in SSA countries. This is an important contribution because school-age children's health and development research in SSA countries is scarce. Consistent with the Family Stress Model and findings reported in HICs, poverty related stress in Ugandan families was associated with increased risk of parental depression. Depressive symptoms were associated with negative parenting (including belief in the use of corporal punishment and practice of more harsh/inconsistent parenting), and these negative parenting practices/beliefs were associated with poor child physical, mental health and school functioning. Findings suggest cross-cultural and international consistency particularly regarding developmental mechanisms for optimal child health and development, and suggest that existing evidence-based family interventions used in HICs targeting similar parenting and child outcomes [32, 56] may be applicable in Uganda and other LMICs.
In the SEM mechanism testing, some unexpected findings emerged. We found that parental depression was not significantly associated with a conflicted parent-child relationship. Two reasons may explain this. It is possible that the structure of the living contexts and child care arrangements in Uganda are very different from developing countries. In our Ugandan sample, the family size tends to be big (i.e., average family size was six, average number of children in households was four) relative to what is normative in American samples (family size of 4, average 2 children). Additionally, other adult caregivers (i.e., relatives, spouse, or grandparent) or older children in the house may also share caregiving role. When the primary caregiver is depressed, it is likely that the child avoids interacting with the depressed caregiver and seeks for comfort from other secondary caregivers. Therefore, impacts of caregiver depression on parent-child relationship might be minimized or not be observed. Another possible reason for the unexpected direction of the finding is related to neighborhood context. In our sample, about half of our families (48 %) experienced the impact of low financial resources (suffered from food insecurity), and they were more likely to live in a single-room, crowded, and illequipped homes with no electricity or common living room spaces, and home are built quite close to one another. In such living conditions, children may be more likely spend more time outside of the house interacting with neighbors and extended family members living close by, and they tend to be cared by neighbors when parents are not available. Therefore, children of depressed parents might not be as negatively impacted by their parents' sadness, detachment or emotional distance due to the depression. Another unexpected finding was a positive link between the conflicted parent-child relationship and child social competence. This reverse association may further support the hypothesis that living environments emphasizing collective impact and community more than individual needs may contribute to confounding effects that we have not included in the study. It is also possible that children with depressed parents benefit by learning nuances of interpersonal relationships and communication that actually expanded their abilities to relate to and socialize well with their peers. An adaptive copying strategy such as this would be more likely to be common in community societies like Uganda. Our unexpected findings highlights that mechanisms for parental depression and social competence in LMIC context are complex and require more systematic research.
This study has some limitations. First, it is based on a cross-sectional study design, and we therefore cannot exclude the potential for reverse causality. In addition, the measures were based solely on parental self-report, and parent self-report on only global items of child health. Estimation bias due to a single information source cannot be excluded, and caution for the interpretation of the results is warranted. It is possible that depressed parents may overstate their children's problem behaviors or other aspects of behaviors [57, 58] as they are more likely to have a negative attribution bias, impacting their perceptions of their environment. However, studies have argued that although depressed parents may have more negative attributions about their children's behaviors, to some extent, their report accurately reflects children's function rather than a biased observation [7] . Evidence from cross-informant examinations suggests that evaluation from depressed parents can be still highly correlated with other informant's observations [59] . Future studies should utilize data collected from multiple sources, including biological and/or objective parenting and child functioning measures, to fully understand the influence of depression on parenting and child functioning. Furthermore, the subsamples of families (e.g., small sample of depressed parents and for mothers/fathers/ non-birth caregivers, representing n = 198, 34, 71) were not large enough to test mechanisms separately by subgroups, or for including many predictors simultaneously. Future studies should apply larger samples to explore the impact of parental depression on child physical and mental health for different subpopulations, examine similar relations in rural samples, and use a longitudinal design.
Summary
A body of research from HICs has documented the impact of parental depression on children, the mechanisms of parental depression on parenting and children's health and development are understudied in LMICs. This study adds to the extant literature on families in LMIC and the Family Stress Model, providing evidence for some generalizability of this model in the international context. Specifically, this study identifies multiple stressors (e.g., parents with low educational attainment, in poor physical health, and families with food insecurity) and risk factors (e.g., harsh/ inconsistent parenting, conflicted parent-child relationship) are related to lower levels of child health and development. This study also found some inconsistent findings. We found that not all negative parenting correlates (i.e., conflicted parent-child relationships) will result in similarly negative outcomes for children, as research evidence from developed countries generally supports. Our findings suggest more careful consideration of living contexts and influence of the dynamics of relationships in cultures that emphasize co-parenting and strong community relationships. Our findings have implications for prevention and the development and adaption of existing evidence-based programs for Ugandan children and families. Future research may focus on how to adapt existing evidencebased interventions to fit local community contexts and service settings.
